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Definitions 
BASIC HEALTH NEEDS IN AFRICA 
By Robert W. Morgan 
In considering basic health needs in low income countries, a consensus 
seems to be appearing in favor of pragmatic defin.itions involving those needs 
which can be met within the present range of medical technology and economic 
capability, but which are not now being met in many countries because of poli-
tical, social, or cultural obstacles.1,2,3,4 
To illustrate: 
(A) Tetanus , which is found throughout Africa, could be virtually pre-
vented through immunization. But Africans are not accustomed to being immu-
nized,· and governments do not pursue these programs vigorously.. Smallpox, on 
the other hand, has been almost entirely eliminated through aggressive govern-
ment programs. In assessments of basic health needs in Afr.ica, immunization 
programs frequently stand at the head of the list.5 
(B) Malnutrition, particularly in children, is considered one of the 
principal causes of morbidity and mortality in Africa. Soils are poor and 
agricultural technologies are sometimes weak, but nutritionists also feel that 
cultural taboos seriously impede the effective use of those foods that are 
available, and that greatly improved diets could be attained through rural 
development and educatibnal programs. Statements like, "Malnutrition in Chad 
is the result of ingrained cultural traits and poor transportation rather than 
of population pressures or lack of food, 11 are common in the nutritional liter-
ature.6 Phrases such as "integrated rural· development and educational pro-
grams'' are frequently found in lists of basic health needs in Africa.7 
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(C) Most frequently spoken of today are paramedical primary care programs 
to reach rural areas and the urban poor. China I s "barefoot doctor" program, 
while subject to the continuing critical scrutiny of the international medical 
community, apparently has convinced a substantial number of health planners in 
low income countries that health levels can be dramatically improved with the 
assistance of a national and pervasive paramedical program and that such a 
program is within the economic capability of low income countries. The obsta-
cles are pictured as being political, social, and cultural, rather than med-
. 8,9,10 ical or economic. 
On the other hand: 
(D) Malaria control has not succeeded and is not even attempted in many 
parts of Africa. Although the techniques for controlling malaria are known, 
it has been considered too costly to drain swamps or spray mosquitoes, and 
the cost of providing drug suppressants to every person from birth to death 
would be too great for most countries. Africans, furthermore, will often say 
that they would rather risk malaria than take lifelong suppressants. Children 
and adults often receive drug therapy for specific attacks, and physicians 
feel that the majority of Africans who survive to adulthood have developed 
forms of immunity to malaria. In sum, malaria is a disease which, apparently, 
most Africans will have to live with, barring the development of alternative 
measures such as an effective immunization. According to our set 
definitions, malaria control would not be listed as a basic health 
of pragmatic 
11 
need. 
(E) In somewhat the same category as malaria are two other vector-borne 
diseases, schistosomiasis and onchocerciasis, also known as bilharzia and 
river blindness. Both are associated with rivers, the former carried by an 
almost invisible snail in fresh-water rivers and the latter by a black fly 
that lays eggs in the rivers. Some progress has been reported toward the 
eventual control of river blindness, but for the present the only "control" 
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appears to be the resettlement of persons in river blindness zones and massive 
educational campaigns to keep people from physical contact with bilharzia-
infected streams. Given such massive campaigns, one then might define freedom 
from these diseases as a basic health need in Africa at the present time. 12 
According to this pragmatic approach, then, one might define basic health 
needs in Africa in terms of the availability of medical services and aids to 
health which are within the range of medical technology at present and which 
have been implemented successfully in at least some low income areas, with the 
expectation that these same services and aids to health might be implemented 
in other low income countries if the political, social, or cultural obstacles 
to these measures could be overcome. The definition up to this point does not 
take up the ~uestion of whether a given country would have the economic resour-
ces to confront all such measures at one time,· given the political and other 
initiatives necessary, or what role might be played by assistance from inter-
national agencies. Needs so defined include the following: 
(1) Immunization programs, most feasibly and effectively administered to 
infants and children, to include BCG vaccine (against tuberculosis), polio, 
measles, and the triple antigen ( tetanus, pertussis, diphtheria), plus small-
pox if this is still considered necessary. BCG is considered cheap and easy 
to store and administer; polio and triple antigen cheap but difficult to 
store more than a few days; measles expensive and difficult to store and 
therefore possibly an exception to this listing. 
best provide these services. 
Special mobile teams may 
(2) Adequate pre-natal, delivery, and post-natal services to mothers and 
small children, including nutritional counselling. Virtually all of these 
services can be provided by traditonal birth attendants with special training, 
plus village paramedicals. Family planning is usually included in this head-
ing. 
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(3) Diagnosis and treatment of simple diseases at the village level or in 
poorer urban areas, by paramedicals who are also trained in the use of anti-
biotics and certain other drugs and in the recognition of more serious symp-
toms. 
(4) Health education, either by paramedicals, traditional health 'profes-
sionals, school teachers, or others, to include an understanding of environ-
mental sanitation, safe drinking water, vector control where possible, pers-
onal hygiene, and the importance of the other health program elements includ-
ing irmnunizations, maternal care, and diet. 
The above definitions relate only to specifically health-related measures 
and omit the importance of related development programs in agriculture, com-
munication, education, construction, and spatial planning, In a recent policy 
statement, a joint UNICEF/WHO study group further recommended that a goal in 
meeting basic health needs be set at coverage for 80 percent of rural peoples, 
nomads, and the urban poor, No rationale was given for the 80 percent figure, 
but it presumably represents the pragmatic recognition that a proportion of 
any African population will inevitably be beyond the reach of a formal health 
system or will specifically reject involvement in such a system, 
Disease Patterns 
The principal diseases in Africa as recorded by the formal medical system 
include the following categories: 
(A) Gastroenteric (dysenteries, diarrheas, gastroenteritis, hernia, and 
others), 
(B) Upper Respiratory (pneumonias, bronchitis, upper respiratory infec-
tions, coughs, asthma, and others), 
(C) Communicable (measles, meningitis, venereal disease, polio, cholera, 
leprosy, tuberculosis, and others), 
(D) Vector-Borne and Parasitic (Malaria, Bilharzia, Onchocerciasis, 
Filariasis, Helminthiasis, Trypanosomiasis, and others). 
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(E) Malnutrition (Kwashiorkor, Marasmus, plus complications of many other 
diseases rendered more severe or fatal by malnutrition). 
(F) Maternity-Related (Complications of Pregnancy, Toxemia, Iron-defi-
ency Anemia, plus infections, Neo-natal Jaundice, and other problems 
of the newborn child). 
(G) Endocrine, Blood, and Circulatory (Hypertension, Diabetes, Sickle Cell 
Anemia, Rheumatic Fever, Goiter are cormnon in many areas). 
(H) Skin and Muscular Ailments CTnfections, Abcess, Swellings, and so on). 
(I) Accidents and Burns. 
Different reports give different orders of prevalence in various regions 
of Africa, and there is a bias toward more complete reporting of urban and 
hospital-treated conditions. A rural hospital in northwestern Tanzania repor-
ted the following leading sources of in-patient and out-patient cases for 
13 
1971: 
1. Vector-Borne and Parasitic 
(a) Malaria 
(b) Ancylostomiasis (Hookworm) 
(c) Schistosomiasis (Bilharzia) 
(d) Trypanosomiasis (Sleeping Sickness) 
(e) Other Parasites 
2. 
al 
(b) 
(c) 
(d) 
Respiratory 
Pneumonia 
Bronchitis 
Asthma 
Other Respiratory Diseases (not 
probably coughs, colds, etc.) 
3. Gastroenteric 
(a) Gastroenteritis 
(b) Dysentery 
(c) Hernia 
(d) Other 
4. Communicable 
(a) Measles 
(b) Venereal Disease 
specified, 
11,300 
7,155 
3,491 
353 
42 
259 
6,762 
988 
513 
141 
5,120 
4,201 
1,584 
172 
139 
2,306 
1,895 
640 
551 
(c) Chicken Pox 199 
(d) Relapsing Fever 174 
( e) Pertussis (Whooping Cough) 137 
(f) Tuberculosis 82 
(g) Mumps 51 
(h) Others (including Polio, Tetanus, Leprosy) 61 
5. Skin and Muscular Ailments 
(a) Infections 
(b) Others (mostly not further specified) 
6. Malnutrition 
(al Kwashiorkor and Marasmus 
(b) Other Diet Deficiency Diseases 
7. Maternity-Related Admissions 
(a) Complications of Pregnancy (not further 
specified) 
(b) Normal Deliveries 
(c) Abortion-related 
(d) Infection, Hemorrage, and Other 
8. Accidents and Burns 
(a) Factures and Wounds 
(b) Burns and Scalds 
(c) Animal and Insect Bites 
9. Eye Diseases 
(a) Inflammatory (not further specified) 
(b) Cataract 
10. Genito-Urinary Disease 
(a) Hydrocele 
ll. 
(b) Cystitis 
(c) Stricture of Urethra 
(d) Diseases of the Breast 
(e) Others (mostly unspecified) 
Dental 
( a) 
(b) 
Diseases 
Caries 
Other (not specified) 
12. Endocrine, Blood, and Circulatory 
(a) Rheumatic Heart Disease 
(b) Hypertension 
(c) Goiter 
(d) Diabetes 
(e) Other 
13. Undiagnosed Conditions 
3,047 
1,071 
1,976 
784 
486 
298 
1,394 
632 
533 
131 
98 
1,206 
991 
170 
45 
829 
816 
13 
643 
86 
31 
18 
13 
495 
515 
444 
71 
126 
14 
13 
6 
5 
88 
846 
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Other reported in-patient cases were few (Mental Disorder, 25; Congenital 
Anomalies, 36; Neoplasms, 62; and a few others). 
Other areas would of course report other disease patterns,· and the above 
listing is given only because it appears to represent one of the few such 
pieces of data for a remote rural population in Africa. The low incidence of 
such communicable diseases as tetanus and polio suggests that this hospital, 
one of the integrated government-mission hospitals in Tanzania's 19 69-1974 
Development Plan, may have a particularly effective immunization program. 
Infant and child deaths were not noted separately and presumably are included 
in the different appropriate disease categories. Given the proximity to Lake 
Victoria and the Tanzanian location, one would have expected higher incidences 
of Bilharzia and Trypanosomiasis. The low number of tuberculosis admissions 
reflects a government control program in the areas Endocrine, blood, and cir-
culatory diseases are more prominent in the writings on African urban areas 
and sickle-cell anemia would certainly appear in listings from other regions. 
With respect to pediatric diseases, Maurice King lists the "Top Ten" for 
Africa as follows: 14 
1. Diarrhoeas 
2. Pneumonia 
3. Protein-Calorie Malnutrition 
4. Tuberculosis 
5. Anemia 
6. Intestinal Worms (Ancylostomiasis and Ascaris) 
7. Measles 
8. Whooping Cough (Pertussis) 
9. Malaria 
10. Accidents 
In its 1975 policy statement, WHO listed the principle causes of morbidity 
in the developing world as follows: 15 
1. Malnutrition 
2. Vector-Borne Diseases 
3. Communicable Diseases 
4. Gastroenteric Diseases 
5. Respiratory Diseases 
6. Maternity-Related 
7 
8 
The apparent similarity of these various lists is probably more an effect 
of different experts saying the same thing over a number of years, rather than 
a product of actual.data. WHO and others have estimated that less than 10 to 
20 percent of African disease conditions find their way into the modern medi-
cal system for treatment, and only this 10 to 20 percent find their way into 
official reports such as those given above. The largest number of episodes of 
illness and death among the rural villagers and urban poor go unreported in 
Africa, and any effective basic health program must begin with some form of 
f . d" • . h 16 study o disease con 1t1ons 1n t e area. 
Present Medical Care Systems 
Apart from public health programs including the large special disease pro-
grams such as yaws and river blindness campaigns, there appear to be three 
medical care systems operating in most of Africa. While there are variations 
and subgroups within each, the three might be identified as ( 1) the Tradi-
tional. System, (2) the Modern System, and (3) the Quasi-Modern System. 
(1) The Traditional System. To the Western mind, this is the least well 
understood of the three systems, and for centuries scholars raised in the mil-
ieu of scientific thought have attempted to interpret traditional medical 
systems all over the world in rational terms. More recently, and possibly 
also under the influence of China which .has sought to incorporate traditional 
medicine into the modern system, traditional medical systems have been receiv-
ing more serious scrutiny, and these systems are the subject of increasing 
study by scientifically-trained scholars including a WHO team led by the dis-
tinquished Ghanaian pediatrician, Robert Henry Bannerman. 
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But the Western mind may lose the battle, or at least may be faced with 
the choice of rejecting traditional medicine or rejecting at least in part the 
scientific method. Patrick Twumasi, another Ghanaian and a lecturer in socio-
logy at the University of Legon, has perhaps best analyzed the elements of 
traditional medicine as including modern, supernatural, and magic-r,eligious 
components, at least one of these elements being difficult to reconcile with 
scientific thought. 
According to Twumasi, the three elements of traditional medicine may be 
. . 17 described very briefly as follows: 
Modern Element. The traditional pharmacopoeia in most parts of the world 
includes stimulants and sedatives, purgatives and pain-killers, treatments for 
wounds and fractures, and a number of vegetable-origin medications such as 
quinine, digitalis, and belladonna which are recognized by modern medicine as 
having specific therapeutic functions. Traditional birth attendants also use 
methods which in part coincide with those of modern obstetrical practice. 
Supernatural Element. According to Twumasi, this is "invariably invoked 
as the main causal factor" in disease. Gods and ancestors are innninent in 
African functional prescriptions of family members both living and departed. 
The traditional healer must determine what the offending behavior has been, 
and prescribe penance and new roles which restore harmony in the social 
group. While Twumasi basically takes the Durkheimian view that all moral and 
18 
norms, supernatural ideas are products of current functional social and 
that therefore African beliefs about traditional thought may be altered with 
social change (and by extension that traditional practice may thus be inte-
grated into the modern system), he comes back to the final assessment that the 
19 gods and ancestors will always be honored. Another approach is Lambo's---
that is, that the gods and the ancestors must be honored, after which he then 
gives modern treatment ( the approach he developed at the Aro Hospital for 
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Nervous Diseases in Nigeria), in which traditional healers on the hospital 
staff give ritual treatment (but are not allowed to administer anything by 
mouth), after which modern-trained staff give psychiatric or drug ther-
20 
apy. According to Lambo, this works for mental cases, and according to 
Twumasi the same synthesis will in time be attained for other forms of ,medical 
treatment as well. It may be that by Durkheim, Lambo, and Twumasi are right, 
but the issue still must be resolved by empirical research in specific regions 
where basic health programs are to be tried, and in the meantime the gulf 
between supernatural beliefs and the scientific approach must be considered as 
a primary obstacle to any synthesis of the modern and traditional systems in 
Africa. 
Magic-Religious Element, This must be carefully distinguished from the 
supernatural, and represents a concept that has attracted the attention of 
anthropologists for many decades. The distinction between magic and religion 
is not sharply defined, as the term itself implies, Malinowski's distinction 
( which is often regarded as a c lassie statement) being 21 itself unclear, 
The term "magic" refers to ritual acts performed by the priest or practitioner 
and by the worshipper to express faith in and reverence for the higher powers 
that shape our lives. 22 These rituals, which form an important part of tra-
ditional medicine, are not necessarily in conflict with modern practice, al-
though they often come to interfere by stirring the anger of modern-trained 
. . 23 physicians. 
While the supernatural element is most often cited by medical planners as 
the primary obstacle to some form of integration of the traditional and modern 
systems, it is not clear that this obstacle persists in the face of social 
change, as Twumasi points out in his book. Persons who have worked in highly 
successful disease eradication programs in developing countries, for example 
the yaws immunization programs in Africa or the cholera control program in 
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Bangladesh, connnent on modifications in the traditional beliefs of the people 
served by these programs to acconnnodate the new health situation. Evidence is 
beginning to come in regarding changed beliefs in Africa as a result of the 
eradication of smallpox. In southwestern Nigeria the most fearful of epidemic 
diseases was regarded as the manifestation of a powerful spirit tak.ing its 
toll of offending persons, and appeased only through the intervention of 
feared and powerful special cults. With the disappearance of the disease, the 
cults too are said to be disappearing. The same may happen as other disease 
conditions are seen by Africans to be effectively controlled by one medical 
24 
system or another. 
A more serious obstacle to integration of the two systems may be another 
one cited by Twumasi more or less in passing, namely that the traditional sys-
tem is much more limited in its approach to illness than many scholars may 
realize, or at least that it is limited in its approach to what Western 
science would define as disease. The evidence cited by Twumasi derives from a 
study published in 1969 relating to work among traditional healers in the 
Accra area, by Gustav Jahoda, involving only 386 patient cases. This is of 
course a miniscule sample, but the findings coincide with this writer's obser-
vations in urban and rural Nigeria and, in the light of other data which sup-
port Jahoda, appear to be worth reporting here. 
Asked why they went to traditional healers, patient responses fell into 
five categories as follows: 
(1) Gynecological, including pregnancy complications, infertility, vener-
eal disease, and vaguely described "womb trouble" (10 percent). 
(2) Other Physical Complaints, not further described other than the com-
ment that many involved "borderline symptoms one might suspect of being psy-
chosomatic in origin" (5 percent). 
(3) Mental, ranging from complaints described as acute behavior disturb-
ances to functional psychoses (45 percent). 
(4) Job, Love and Marriage, described as covering virtually all problems 
relating to "these crucial aspects of life" (20 percent). 
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(S) Protection and Ritual, falling into two major types, persons seeking 
"safeguards from enemies who might be scheming some supernatural way of doing 
harm, n and customary rituals including the "cleansing" of "clients believed to 
be witches" (20 percent), 
This list is somewhat different from the one apearing on pages 5-6 above, 
and suggests that persons considering the integration of the traditional and 
modern medical systems in Africa may have more on their plate than they had 
bargained for, Twumasi cites this study as an example of why the traditional 
system continues to persist in the face of social change, and why patients 
26 
still find reasons for going to traditional healers, 
A better reason that might be given for what both Twumasi and Maclean 
refer to as "the persistence of traditional medicine" is the simple lack of 
alternatives in Africa at present, The UNICEF/WHO comment cited above that 
only 10-20 percent of medical conditions find their way into the modern system 
for treatment indicates the very limitations of that system. In a study in 
Ibadan, Maclean estimated the traditional healer-to-population ratio at about 
1:1,000, about 20 to 100 times better than anything the modern system could 
produce in various 
26 ,.. .. 1 areas of Africa at present. ml. e Maclean's figure is 
impressive, it also opens the way for a discussion of one of the further prob-
lems in assessing the role of traditional medicine in Africa today, and the 
potentiality for integrating traditional and modern elements in a medical sys-
tem. Not all traditional healers do the same thing, and in fact many do one 
thing only. There are those who specialize in bone-setting, those who deliver 
babies, those who treat fevers or other specific illness conditions, and so 
on, In most parts of Africa the traditional medical or medically-related pro-
fessionals can be divided into four main groups, (a) the priests and diviners, 
who may also know some herbal medicine but frequently do not; (b) the herb-
alists, who usually also perform rituals and incantations in connection with 
their work; (c) special purpose practitioners such as bone-setters, circum-
cisers, and so on, and (d) the traditional birth attendants. Research in this 
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area is made more difficult because African respondents themselves cannot spe-
cify clear-cut differences between these groups, partly because the prac ti-
tioners maintain an aura of mystery surrounding their work (as do many 
Western-trained physicians), and partly because Africans have trouble distin-
guishing between physical illness and supernatural manifestations. 
Some of these traditional types can and already have adapted themselves in 
different ways to the modern scene. Traditional birth attendants perform the 
overwhelming number of deliveries in all of the developing world, and even in 
modernized urban areas such as Lagos they perform the majority of deliv-
eries. 27 Without them, most babies in the world would not be born, or at 
least would be born to unattended mothers. Perhaps because their roles are not 
threatened, the traditional birth attendants in many areas are working in mod-
ern government or private dispensaries and clinics, in conjunction with 
modern-trained professionals. Herbalists, too, have adapted their roles to 
modern times, many of them wearing white coats, keeping regular office hours 
complete with waiting rooms, receptionists, and patient records, and forming 
professional licensing associations. In the instances in Nigeria in which this 
writer has been involved in efforts to integrate herbalists into some activity 
in the modern sector, the herbalists have shown interest and willingness pro-
vided their own professional status and integrity continued to be recognized. 
Opposition usually came from modern-trained professionals, either doctors or 
nurses, with whom the herbalists were called upon to work. 
With respect to priests and diviners, these have been the highest status 
medically-related professionals in Africa, and they are the leHt likely to 
find a role in. the modern system except, possibly, in psychiatric work. One 
should also note that in many areas all categories of traditional healers are 
old, and occasionally one hears that young people are not entering these 
professions. In short, any basic health program that may contemplate 
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integration of traditional and modern elements must begin with an inventory of 
existing tradmnal practitioners and their specializations, to see if such a 
program is going to be worth the effort. 
(2) The Modern System. This of course is the best reported system in 
Africa, and many people (including, regrettably, many Western-trained physi-
cians and nurses) consider it to be the only system there is. Up to a few 
decades ago, most of the world perceived medicine in Africa as represented 
solely by Albert Schweitzer, and before him by David Livingstone and Mungo 
Park. But this would not be correct. Describing the situation in French Equa-
torial Africa in 1952, Lord Hailey wrote: 
The Government medical and public-health staff included 119 regis-
tered physicians, 189 nurses, and 108 sanitary inspectors, of whom 
some were European and some were African. The African staff included 
41 licensed physicians and three public-health assistants. Missions 
employed two doctors, and private companies had 11 doctors. There 
were 191 Government institutions giving in-patient treatment, with 
7,298 beds and 84 dispensaries. Non-Government agencies had 53 in-
patient institutions, with 1,285 beds and 80 dispensaries. There were 
13 units of the Service Genihal d 'Hygi~ne et de Prophylaxie, with a 
staff of 2 77; the four months' rainy season makes their work parti-
cularly difficult. The well-known hospital at Lambarene is maintained 
as an independent institution by Dr.Albert Schweitzer. 28 
French Equatorial Africa at that time consisted of what is now Chad, CEA, 
Congo, and Gabon, with a 1951 population estimated by Hailey at 4,434,800. 
This gives a doctor-to-population ratio of about 1:37,000, roughly typical of 
the figures for ·colonial Africa as a whole. 29 These figures are given more 
or less as an introduction to the subject of modern medicine in Africa, to 
show that an extensive modern medical network has existed for some time even 
in poor and remote areas. 
To say that this modern network was introduced by colonial governments to 
serve an elite few, the expatriate staffs and a few important Africans, plus a 
few other Africans who managed to find their way into the system, has become 
almost a cliche in discussing health in Africa, but it is important to respect 
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this point because this elitist, curative-oriented system persists throughout 
virtually all of Africa today, and makes difficult any assessment of what 
might be done if the system were changed. 
One can get figures for numbers of doctors, numbers of nurses, numbers of 
hospitals, numbers of dispensaries, numbers of patient attendances, for almost 
any country for any year since the colonial system of medicine evolved. But 
it is extremely difficult to go beyond these numbers toward any effective 
evaluation of what they mean in terms of sick people being treated and getting 
better (or getting worse, or dying, as the case may be). Really useful eval-
uations of medical programs anywhere in the developing world are few and far 
30 between. One finds occasional autobiographies by physicians, usually 
expatriate and often missionary, describing good works in the area of their 
particular hospital or clinic, and it is likely that any doctor who writes an 
autobiography probably did do good work. But for the rest we are left with 
numbers that are largely unrevealing, plus one's own collection of personal 
anecdotes. Consider the following evaluations of hospitals in Africa given to 
this writer: 
{A) A large African family is extremely critical of mission hospi-
tals, in one of the newly independent countries in West Africa. They 
point out that government hospitals are free whereas mission hospi-
tals charge high fees, and that when a mission hospital books one for 
surgery, one must pay in advance even though the appointment date may 
be weeks or even months away. Mission doctors also tend to be rude, 
they say. When the senior wife in the family becomes ill, the husband 
and oldest son take her 190 miles by public transportation to a mis-
sion hospital for treatment, passing three government hospitals en 
route. 
(B) A port city of about 200,000 persons is served by a government 
general hospital with four staff doctors (a large number relative to 
other hospitals) and what appears to be an active daily practice. The 
doctor in charge, a senior and well respected African physician, 
shows the writer around the hospital and then we go to his govern-
ment-provided house on the hospital compound for tea. "One of my doc-
tors isn't really here," he says after a period of conversation. 
"He's in Europe on a scholarship, but we carry him on the roster as 
if he was working here." Then he adds, "You ask me how good this hos-
pital is. If we all woke up tomorrow morning and there was nothing 
here but an open field--if the hospital had disappeared--no one would 
know the difference. The impact on health in this city would be 
unchanged. An occasional perforated appendix, some lives we save with 
antibiotics, these would be an exception. Otherwise, no one would 
know the difference. And look at all the money the government would 
save." 
(C) The general hospital in a capital city had an extremely bad 
reputation. "If you are badly hurt in an automobile accident after 2 
p.m. ," said one critic, "you will be laid down somewhere and given 
morphine. If you are still alive the following morning, you will 
receive medical attention." One day it was reported in the newspapers 
that a woman had died in labor at the hospital because no doctor was 
present, and the new Head of State had charges brought against the 
doctor responsible. The doctor's license was revoked. A year later, 
this writer visited the city again and stayed with an African family. 
About 2 a.m. an infant child in the family became ill, and after some 
discussion about the shortcomings of the local hospital, it was deci-
ded to take the child there anyway. To our surprise, we found the 
hospital a blaze of lights, were greeted at the entry by a nurse, and 
found a doctor doing a check of the wards. Within 20 minutes, the 
baby was examined by the doctor and treated. "Things are different 
around here now," the doctor commented, in what must be counted as 
one of the classic understatements in the annals of African medicine. 
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These stories are included for several reasons. First, they suggest why 
numbers and official documents are virtually useless in trying to evaluate a 
medical program. Second, they also suggest ways in which things may well be 
better with national independence in a number of African countries, an impres-
sion this writer supports but which he would have trouble in documenting. 
Third, the anecdotes are useful in trying to assess the demand for modern 
medicine in Africa. Many Africans are extremely critical of modern medicine in 
all its forms. A recent connnent by a graduate student from Liberia that the 
JFK Hospital in Monrovia stands for "J~st For Killing" may be typical. Many 
Africans, including many university-educated Africans, will insist that tradi-
tional African medicine is viable and the only form of medical care that is 
required. And certainly modern medicine in Africa has not generated the kind 
of overwhelming public demand that the Western-based school system has gen-
erated. One sympathizes with Africans who are ambivalent about an imported vs. 
a native cultural system, and yet this ambivalence has not shown itself with 
17 
respect to imported education. It may be that the demand for modern medicine 
. is weak because the modern medical system is weak. Certainly any basic ·needs 
program in Africa must confront this question, and seek to determine via 
controlled research, if possible, what the demand for modern care would be if 
such care could be effectively provided. 
Assuming that some form of modern medical care would be demanded by 
Africans as a priority if such a modern system could be developed within the 
resources of these countries, then it seems clear that such a system will have 
to operate with a minimum of doctors and even nurses. The numbers of trained 
and licensed physicians, nurses, and other medical staff have grown enormously 
in the past two decades, but doctor-to-population ratios are still far removed 
from the 1:1,000 ratio or better of most Western countries, and it is ex-
tremely doubtful that any African country will produce enough doctors within 
the next century at least to base a rural or even an urban system on physi-
cians. With respect to Nigeria, this writer estimates that given the most 
optimistic growth in medical schools and the ultimate return of most medical 
graduates to Nigeria (an uncertain assumption), the doctor-to-population ratio 
by the year 2000 will still not be better than 1:14,000, and because of popu-
lation growth rates the figures will probably level off at that point or per-
31 haps worsen. In Lagos, the doctor-to-population ratio in the 1950s was 
about 1:2,000. Today, although the number of doctors in the metropolitan area 
has increased more than five times, the population has increased so dramati-
cally that the doctor-to-patient ratio must be estimated at 1:5,000 or even 
higher. It seems certain that if a modern medical system is to be demanded in 
Africa, then this system must be based on newly-trained cadres of paramed-
icals. This question is discussed further below. 
(3) The Quasi-Modern System. This large health system in Africa is vir-
tually unreported in the professional literature. It consists of private 
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clinics or other medical practices purportedly run by modern-trained physi-
cians, but which in fact are not run by modern-trained physicians. Types of 
quasi-modern practices include: 
(A) Clinics or private practices run by a matron, nurse, laboratory tech-
nician, other paramedical, or layman, who present themselves either directly 
or by implication as physicians. 
(B) Clinics or private practices registered in the name of a licensed 
physician who purportedly runs the facility but who in fact is seldom or never 
there, the facility being run by some other delegated person who is not a 
physician. 
(C) Many of the chemist shops ( the pharmacies or corner drug stores of 
Africa)which purport to give most full medical services other than surgery. 
The number and scope of these facilities, fees charged, and so forth are 
difficult to determine because they are illegal, or at best quasi-legal. They 
abound in the larger cities and particularly in the peripheral or in-migrant 
areas far removed from legitimate hospitals and clinics. Usually their exis-
tence is known more by word of mouth than by any conspicuous sign outside the 
premises, and unless one is told about such a facility or is specifically 
looking for facilities of this type, one is not likely to know about them. 
Two reports to this writer give an indication of the extent of these faci-
lities. The Medical Officer of Health in Ibadan has told the writer he knows 
of one physician who has licensed (i.e. given his name to) thirty-four such 
facilities in Ibadan alone. Another report comes from a qualified physician 
in private practice in a town of about 100,000 persons in eastern Nigeria who 
was responding to the question: "Why do all private practitioners in this area 
present themselves as surgeons? Are you all trained primarily as surgeons?" 
His reply was, "Do you want us to starve? I have to do surgery to make any 
money. If a patient comes in and I prescribe antibiotics or some other 
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medication and he takes a prescription to the chemist, the chemist says, 'Why 
did you go to the doctor? All he did was send you to me. You could have come 
to me in the first place and saved yourself the doctor's fee.' I have to do 
surgery. It's the only thing I do that the chemist doesn't do." 
The quasi-modern facilities not only charge high consulting fees, but also 
sell their own drugs. From the point of view of any projected basi;, health 
program in Africa, the importance of these facilities is that they indicate a 
much larger demand for modern medicine than many researchers may realize. 
Given the extreme and almost prohibitive limitations of the legitimate modern 
medical system, persons turn to these quasi-modern facilities because they are 
looking for an alternative to traditional medicine. A research program aimed 
specifically at determining the nature and scope of these quasi-modern facil-
ities is strongly indicated. 
Some Comments about Traditional Medicine, Modern Medicine, and a Harsh 
Environment 
Low income countries in the tropics present the severest challenge any-
where on earth to the development of effective medical care systems. High tem-
peratures, heavy rainfalls, and thick vegetation enhance the multiplication 
and survival of parasites, worms and insects that transmit disease. Add pov-
erty and overcrowding, and one grasps the dimensions of the problem. 
And yet, a look at the disease conditions listed on pages 4-T above makes 
it clear that many prevalent disease conditions could be significantly reduced 
through effective government and community programs. One feels that maternity-
related and malnutrition-related diseases can be reduced by educational and 
primary care programs; that gastroenteric and respiratory related diseases can 
be reduced by environmental planning and sanitation, plus primary care prog-
rams; and that communicable diseases can be reduced by immunization programs. 
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Vector-borne diseases continue to defy medical planning, for the most part, 
although large government and international research programs are in progress 
attacking each of these major conditions, Many of the principle diseases of 
Africa have been effectively controlled through such programs: yaws, yellow 
fever, smallpox, and to a certain extent trypanosomiasis, tuberculosis, and 
leprosy are examples, A malaria immunization may be developed, 
The major programs having an impact on disease in Africa already mentioned 
in this paper include (1) large-scale public health programs, including immun-
ization and special disease eradication or control programs, (2) the tradi-
tional medical care system, and (3) the modern medical care system, How can 
one evaluate the impact of each, up to the present time? 
Medical program evaluation criteria are slippery and generally disappoin-
ting. One of the few internationally accepted yardsticks is the infant mortal-
ity rate. Throughout the developing tropical world, infant mortality rates 
have been reported to be 150 or highter (for every 1,000 babies born, 150 or 
more die in the first year of life), in areas servedonly by the traditional 
32 system. In localities served by an effective modern hospital or clinic, or 
a system of modern facilities, but with the continuing severe environmental 
problems found throughout Africa, infant mortality rates may decline to the 
33 50-80 range. In developed countries, the rate falls to 25 or lower. 
Based on these figures, one might say that traditional medicine cannot 
confront many of of the health problems contributing to these mortality fig-
ures and is the most limited in its scope and effectiveness; that the modern 
system in and of itself has a greater impact; and that programs going beyond 
medical care, for example environmental sanitation and concurrent rural 
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and urban development programs, are required to achieve rates approximating 
those in developed countries. 
This assessment is supported by two research programs carried out during 
the 1960s in Nigeria, which reported infant mortality rates of 178 for Niger-
ian rural areas as a whole; of 143 for the large in-migrant areas of metropol-
itan Lagos: and of 79 for central Lagos. 34 •35 Such modern medical facilities 
as are available in Lagos are concentrated in the central or former Federal 
Territory area. These figures suggest, in summary, that: 
(a) The traditional system is not effective in confronting a large range 
of disease conditions which an effective modern system impacts upon; 
(b) Where modern medical facilities exist in Africa in the general 
absence of other environmental development plans, then improved health levels 
can be attained, but these levels are still substantially below those of West-
ern countries; 
(c) That significant health improvements must involve some form of modern 
medical care program in conjunction with more general development programs; 
(d) That these observations pertain to both rural and urban areas. 
Utilization of Rural Medical Services 
In one of the few studies on the utilization of both traditional and mod-
ern rural medical services in Africa, Van Etten reports on a study of 131 
households having a resident population of 876 persons, in 1969-1970, in 
Kinango village in the Mwanza Region of northwestern Tanzania. 36 Since the 
Arusha Declaration was made in 1967, the research came too soon thereafter to 
assess any effects of Ujamaa medicine, but the author comments on the training 
of village health workers under the Ujamaa program. The village is about 150 
miles east of the area of the Tanzanian joint Government-Mission Hospital men-
tioned earlier in this paper, but the disease conditions cited are similar. 
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Van Etten's principal conclusions are as follows: 
(A) In retrospective reporting of illness cases over the previous twelve-
month period, 116 households or 88 percent reported one or more sick cases, 
involving 290 persons and a total of 386 cases, All but six cases sought 
treatment at some medical facility. 
(B) The Sukuma people resident in the village describe illness in terms 
of anatomical parts (pneumonia is called kikuba (chest) and eye sores are 
called miso (eye) and so forth). There are a number of "typical Sukuma ill-
nesses" such as chembamoyo (beating heart), metego (leg pain and swelling from 
a similar cause). 
(C) The type of disease was a factor in the selection of a medical facil-
ity. People sought treatment at a hospital or dispensary for pneumonia, tuber-
culosis, hernia, and leprosy, for example; went to traditional healers for 
mitego, magulu, epilepsy, and mental disorders, and in certain instances for 
polio and whooping cough; and considered headache, common cold, and milder 
diarrheas as suitable for self-medication using remedies purchased at local 
shops, They ranked diseases in order of severity as (1) malaria, (2) measles, 
and (3) whooping cough and chest diseases in general, 
(D) They appeared to make no distinction between modern facilities, i,e. 
hospital or dispensary, invariably selecting the closest and usually one with-
in five miles' distance, in this instance a dispensary. The only time they 
went further, in almost all cases, was when the local dispensary had run out 
of drugs. In a separate study of hospital records, he found that almost all 
hospital attenders came from within five miles of the hospital. 
(E) Treatment at the government facilities was free or virtually so, 
whereas fees were charged at mission and private hospitals or practices, by 
the traditional healers, and by the shops, Only 38 households in the survey 
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spent money on treatment including medicines, the average expenditure being 64 
shillings (about $9) per year for paying households and 21 shillings (about 
$3) for all households averaged. Summary figures are as follows: 
NO. OF EXPENDITURE 
FACILITY HOUSEHOLDS IN SHILLINGS AVEP,GE 
Traditional Healer 12 1, 160 97 
Mission Hospital 5 346 69 
Private Practice (all being 
deliveries by a midwife) 9 392 44 
Shop 12 523 44 
TOTAL 38 2,421 64 
Most expenditures were by wealthier households involved in cash-cropping 
(cotton) or during the harvest season when incomes were highest. Van Etten 
cites a national Household Budget Survey conducted by the Tanzanian Bureau of 
Statistics in 1968 which reported similar figures of 21 shillings per house-
hold per year on medical care, and in another rural Tanzanian survey by Gott-
lieb during 1971-197'1. of 54 shillings per year to traditional practi-
tioners. 37 The national health budget at the time came to 10 shillings per 
person per year, according to Van Etten. He concludes from these figures that 
it would be unrealistic to initiate a fee-for-service government program, 
since so few households made payments for medical care, with a large propor-
tion of these payments to native doctors for conditions considered the exclus-
38 ive domain of the native doctors. By implication, the alternative would be 
an increased proportion of the national budget devoted to ·health. 
(F) Little or no relationship appeared between education, religion, age, 
or sex with respect to medical decisions. Women and children were slightly 
over-represented. Van Etten concludes that studies showing increased use of 
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medical facilities by more educated persons probably reflect nearness to faci-
lities as an intervening variable, since many of these studies are in urban 
areas which are within five miles of a facility, and that education p~r ~ is 
not a factor. 
The writer's own research in Nigeria and personal impressions in West 
Africa suggest that these findings of Van Etten are similar to those that 
might appear in West Africa. Again, one is forced to the reconunendation that 
any basic health program in Africa must begin with a period of research into 
. . 39 these basic questions. 
A Paramedical Primary Care Program 
In reviewing the illness patterns listed on pages 4- 7 above, it becomes 
clear that in addition to existing programs, a comprehensive primary care ser-
vice for rural villagers and the urban poor would make the greatest impact on 
the most connnon disease situations in Africa. By "primary care, 11 the writer 
means those functions listed in the paragraphs numbered 2, 3, and 4 on pages 
3-4 above, including MCH care, diagnosis and treatment of conunon ailments, and 
health education. Virtually this entire range of services can be provided by 
specially trained paramedicals working together with tradition.al birth atten-
dants. 
Whether any other traditional healers could or should be involved in such 
a program is a question for area-specific research. The writer doubts that the 
numbers of such traditional healers, apart from the traditional birth atten-
dants, would be enough to make a serious contribution to such a program and 
that in any event a number of new persons would have to be brought into such a 
system. 
Gish has estimated that the cost of training a paramedical is $2,500, in 
comparison with the cost of training a physician which he sets at $40,000. 40 
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Evaluations such as this are extremely difficult to assess in most of the 
developing world because, as Gish also points out, discussions about para-
medical programs are largely academic up to this time, and no more than a 
handful of developing countries have actually tried such programs, 41 
The model for such programs seems to be relatively well-established, how-
ever, based in part on China, in part on programs like 11Medix 11 that have been 
. . f . d . · 1 1 42 tried in a number o countries, an 1n part on p1 ot programs e sewhere. 
Whatever the existing resources of a country may be in terms of physicians, 
nurses, hospitals, dispensaries, equipment, and so on, service to the rural 
and urban poor is in general not provided or only thinly provided, and the 
model rests on the development of a new cadre of primary care workers who will 
serve at this level, The most usual ratio given is one paramedical worker for 
every 1,000 persons, although of course there are variations, In Nigeria where 
a basic health system is only beginning to emerge in a few areas, it is envi-
sioned that two community heal th aides wi 11 work together in a village unit 
serving about 2,000 persons, In the Lama-Kara program in Togo, a Secouriste 
(dispensary attendant) and traditional birth attendant are supposed to staff 
each dispensary serving several small villages of 2,000-3,000 persons in all. 
Variations and better data will emerge as more extensive programs develop in 
Africa. 
The only national primary care program being attempted in Africa at pres-
ent is the Ujamaa program in Tanzania, which is closely modelled after the 
program in China, A few individuals living in Ujamaa villages have reported to 
this writer that they consider their own families better cared for under this 
program, despite what all seem to consider as the gross wrench from tradition-
al life that has occurred in the transformation, Most evaluations in the prof-
essional literature are hedged, drawing a line between the ambitious aims 
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of the program on the one hand, and the problems of entrenched and elitist 
medical ideas on the other, The writer does not have available the latest re-
ports on Tanzania and has not visited the country, The data system seems to be 
good in Tanzania, and a visit to the country to make a first-hand inspection 
of facilities and data is indicated before basic health development programs 
elsewhere in Africa are to be initiated, 
Recruitment and Training of Paramedicals 
During his 1969-1970 research in Tanzania, Van Etten had an opportunity to 
observe paramedicals in training and has stated the following principles, with 
which the writer concurs: 
(A) Village workers must be recruited from villages similar to the ones 
in which they will serve, and if possible from the actual village in which 
they wi 11 serve. 
(B) They must be trained in a village site, which presents difficulties 
because of the lack of buildings and other suitable facilities in villages. 
(C) They must be trained by someone who is not a doctor, which also pres-
ents difficulties, In this writer's opinion, nurses should provide the train-
ing, in part because many nurses now work in remote rural areas of Africa 
whereas very few physicians do. 
(D) They must be regarded by their associates in the recruitment, train-
ing, and work situation as providing a vital service. In interviews with para-
medicals in Tanzania, Van Etten asked the question, "Which of the following 
medical professions give the most important contribution to the health devel-
opment of the country?" In responses, the paramedicals ranked first, above 
physicians, nurses, and other medical workers. 
Van Etten also makes the observation that present professionals in the 
health educaqon and public health field very often make a negative rather than 
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a positive impression on clients, because they focus on telling people what 
not to do or what they should stop doing, without providing any actual service 
in return. These existing "health promotion agents" as he calls them are not 
effective; health providers and particularly the new cadre of paramedicals are 
• in his opinion the best and possibly the only effective "health promotion 
agents." This is certainly true in Ife, Nigeria, where the writer has been 
working with existing public health personnel and the first group of newly-
trained paramedicals. 
The Political and Other Kingdoms 
The late Kwame Nkrumah often said, "Seek ye first the political kingdom, 
and all other kingdoms will be added unto you." 
Many observers feel that the political will to develop medical programs 
must be present in a low-income country before effective programs can emerge, 
and that this accounts for the successful program in China, New programs have 
developed in Africa, however, without initial political support or at least 
without enthusiastic political support, the most notable being Western-
oriented school systems which on many occasions have extracted more from the 
national budgets than the politicians would have wanted, 
Health programs integrated into general community development programs 
appear to offer a means of initiating primary care programs in rural Africa. 
In The Gambia the Ministry of Economic Planning and Development some two dec-
ades ago initiated a village improvement program aimed at building schools, 
feeder roads, dams and irrigation ditches, swamp drainage schemes, and so 
forth, A small cadre of liaison people on motorbikes make regular visits to 
villages, discussing village needs and suggesting forms of national aid. The 
latter normally consists of technical advice and vehicles; the village prov-
ides funds and manpower. Numerous schools and other development programs have 
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been carried out in this way in The Gambia, including more recently day care 
centers and dispensaries. The situation when this writer visited The Gambia 
two years ago was that the day care centers were functioning under the direc-
tion of elderly women appointed by the village chiefs, but that the dispens-
aries were for the most part not staffed and not equipped. The villages were 
complaining, and the complaints were being heard by the Ministry of Health in 
Banjul. The chief civil service officer in the ministry at one point turned to 
this writer, during an interview, and said, "What do you think we ought to do 
about this?" He then listed his own priorities as the employment of a neuro-
surgeon at the general hospital in Banjul, and the development of an enlarged 
nurse training school in Banjul. 
The writer has not been back to the The Gambia since and does not know the 
present position. However, he suspects that because of a program started by 
the Ministry of Economic Planning and Development, the Ministry of Health may 
be close to having to staff and equip at least some rural dispensaries built 
in the self-help program, if it has not already done so. The key element in 
this situation is the perception by village leaders and residents that advan-
tages accrue to them in these community programs, and they have expanded the 
original scope of these programs to include health. Because of these activ-
ities, it seems clear the The Gambia is closer to having a rural dispensary 
system based on community initiatives than it otherwise would have been. 
A second factor that may assist primary programs in Africa is the example 
of China. Without this example, politicians could argue that even a paramed-
ical program would be too expensive for a low income country, and that such a 
program would not raise health levels very much even if it was implemented. 
China seems to have convinced a number of health planners in low income coun-
tries that such a program can work and can be effective. 
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A third factor is the potential of political gain. Many heads of state in 
Africa may be less influenced by the argument that a more healthy population 
is a more productive population than by the promise that an effective primary 
care system may win them votes and support. Guerilla and revolutionary move-
ments have often made primary care training a part of their program, and have 
managed to keep the support of villagers in strange areas by means of the 
ability to render simple medical services. It would be hard to document this 
point on the basis of present evidence, but the writer suspects that a good 
measure of President Nyerere's support in Tanzania comes from the improved 
village medical care program. 
Sununary 
1. Basic health needs in Africa are coming to be defined pragmatically as 
those medical care measures that can be provided within the scope of present 
medical technology and national budgets, and that political, social, and cul-
tural obstacles impede the more extensive development of these programs. 
2. Basic needs so defined include inununization programs, maternal and 
child care programs including family planning, comprehensive or primary care 
centers serving villages and the urban poor to provide the diagnosis and 
treatment of conunon diseases by newly-trained cadres of paramedicals, and 
health education. These must be provided in conjunction with related develop-
ment programs in agriculture, connnunications, construction, spatial planning, 
and so on. 
3. The traditional medical system treats a limited range of diseases many 
of which are psychosomatic in origin, and health indicators albeit inadequate 
show a much broader scope for the modern system and more effective treatment 
of many conunon diseases. 
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4. The demand for a modern medical care system is difficult to assess 
because the present system is limited and reaches only 10-20 percent of the 
population or less. The proliferation of the quasi-modern system suggests that 
there is an unmet demand for modern medical services. 
5. Utilization of medical facilities appears to be based on near,ness of 
the facility (within five miles) and not on the perceived excellence of the 
facility, nor on other factors such as education, age, sex, or religion. The 
argument therefore exists for a decentralized system serving rural villages 
and the urban poor, staffed by new cadres of paramedicals. Whether traditional 
healers could or should be trained to fit into this system is a subject for 
research in specific areas, but the writer doubts that there are sufficient 
numbers of traditional healers in many areas to make a significant impact in 
such a program, and that new categories of personnel will have to be trained. 
An exception is traditional birth attendants who are already serving in many 
primary care programs. 
6. Household spending on health appears to be minimal in those areas stud-
ied, suggesting that any extension of the medical system in most low-income 
countries must involve a greater allocation of national budgets to health. 
7. It is difficult to make more precise assessments of the potential scope 
of such programs within the present economic capabilities of most countries, 
because discussions of paramedical programs are largely academic up to this 
point, and only a few countries have actually tried such programs. 
8. While the political initiative appears to be paramount, pressures for 
social development programs can originate in communities and impact on poli-
ticians. The example of China has had a significant impact on medical planners 
in low-income countries. The argument for community development programs 
generally is apt to have a greater impact on political leaders than arguments 
about the economic advantages of improved health levels of the population; and 
health programs can then be built into these more general programs. 
9. Baseline research on medical, economic, political, social, and cultural 
factors is required to answer most of the questions necessary before an 
effective basic health program can be initiated in most areas of Africa. 
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